
MONROE COUNTY COMMUNITY SCHOOL CORPORATION
 
TERMINATION OF DOMESTIC PARTNERSHIP
 

fI fE, mpoyee norma IOn 

Employee Name (Last, First Middle) 

Date of Birth Gender (Circle One) Social Security Number 
M F 

Address City State Zip 

Domestic Partner Information 
Employee Name (Last, First Middle) 

Date of Birth Gender (Circle One) Social Securit)! Number 
M F 

Address ICity IState I Zip 
- -

Domestic Partner Dependent Child Information (List only the domestic partner's unmarried 
biological or adopted chilcl(ren) who were listed on the ori.e.inal Affidavit of Same-Sex Domeslic Partnership.) 

Dependent Child Name 
(Last,Fi rst,Mic1dle) 

Social Security 
Number 

Date of 
Birth 

RC Man-ied FulJ­
time 
Student 

_•._-­

YIN YIN 
-

YiN - YIN 
RC (RelatIOnshIp Code): OS = bIOlogIcal or adopted son of domestic paliner 

DO = biological or adopted daughter of domestic partner 
CERTIFICATION 
Th is certi fies that as of (date) my domestic partnership "vi th the above person has 
terminated. I understand that to register another domestic partnership I must wait six months from the 
date listcd above. 

I furlher understand that the domestic partner's eligibility for MCCSC sponsored benefits ends on the date 
the domestic partnership terminates. Failure to notify MeeSe within 30 days of the termination dale 
may result in liability for benefits paid for ineligible individuals and disciplinary action (including 
cancellation of the employee's health plan coverage or termination of employment). In the case of a 
domestic partner or associated child covered under an MCeSC sponsored health care plan, failure to 
provide timely notice to MCCSe jeopardizes COBRA health care continuation coverage. COBRA 
coverage must be elected within 60 days of the termination of the domestic partner's health care coverage. 

I cert ify that the information supplied on th is form is true and complete, and r understand that any false 
information or statements made on this form will be grounds for MCeSC to void my coverage and/or 
lenninate my employment 

Employee: Date: _ 


